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visiting. Nurses advocate to protect their patient’s physical health
by enforcing strict visitation guidelines.
The BMT unit at our NCI Comprehensive Cancer Center
(NCI-CCC) allows overnight stays for only speciﬁc patient/family
needs, such as critical illness or language translation, due to the
small size of laminar airﬂow rooms (LAF). The 2003 CDC Guide-
lines for Preventing Health Care Associated Pneumonia no longer
support the need of LAF in BMT patient rooms. Release of this
information coincided with our plan to remodel inpatient rooms at
our center thus presenting an opportune time to consider imple-
menting a change in our existing policy.
The purpose of this abstract is to present ﬁndings of a review of
visiting policies and practices at 62 NCI-CCC BMT units. A
comprehensive review of the literature on visiting hours in BMT
units yielded no available data. Contact was made with all NCI-
CCC with BMT units to inquire about their practices, speciﬁcally
about what visitor hours are used in the BMT unit, whether
children are allowed to visit, and whether caregivers can stay
overnight. Data were entered using Excel software. Ranges ran
from “completely open” to structured visiting hours and precise
statements to prevent overnight stays.
This presentation will demonstrate that visiting practices on
BMT units throughout the United States vary greatly and speciﬁc
results will be presented. A recommendation for liberalizing visit-
ing hours based on community standards, CDC recommendations,
and patient/family satisfaction will be made.
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ANOTHER SEASON OF SNEEZING: RESPIRATORY SYNCYTIAL VIRUS
REVISITED
Meyers, A.L., Neumann, J., Gonzalez, V. University of Texas M.D.
Anderson Cancer Center, Houston, TX.
Respiratory viral infections, such as respiratory syncytial virus
(RSV), frequently cause acute respiratory illness and are associated
with high morbidity and mortality rates. RSV causes yearly and
seasonal epidemics of upper and lower respiratory infections. The
occurrence can run throughout the year, but there are typically
widespread outbreaks during the winter months, peaking in Janu-
ary and February. On our 52-bed inpatient unit, patients are
screened by nurses on admission and daily by the health care team
for respiratory symptoms (eg, cough, wheezing, fever, runny nose,
sore throat). A nasal wash using rapid antigen and a viral culture is
performed on any patient experiencing symptoms. Contact isola-
tion is initiated before results are available to decrease transmission
to other patients.
During this past winter (2003–2004), our BMT unit experienced
an increase of RSV infections compared to previous years, and this
constituted an outbreak. Strict infection control measures were
implemented consisting of cohorting patients in one area with only
low-risk patients in that area, limiting staff caring for RSV patients,
and screening patients, staff, and visitors for upper respiratory
symptoms. This season, we currently have several cases of com-
munity-acquired RSV that started as early as July. We have devel-
oped a multidisciplinary task force to address prevention and con-
trol strategies for nosocomial spread. The task force had
representation from nursing, physicians, infection control, micro-
biology, research, and employee health. The goals of this group are
to increase the awareness of staff throughout the institution and to
develop a policy for prevention and management. In-service edu-
cation is provided to the emergency room, outpatient clinics, and
inpatient ﬂoors that care for immunocompromised patients and
include signs and symptoms, treatment, and prevention of RSV.
The process of handling an epidemic, treatment, signs and symp-
toms, screening, and nosocomial versus community acquired will
be critically examined in this presentation.
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OUTPATIENT TOTAL BODY IRRADIATION (TBI) IN THE PEDIATRIC
BONE MARROW TRANSPLANTATION PATIENT
Giller, R.H., Van Stelle, J.L., Hinote, M.J., Hild, E., Malcolm, J.,
Kissane, R., Quinones, R. The Children’s Hospital, Denver, CO.
The bone marrow transplantation (BMT) program at The Chil-
dren’s Hospital of Denver began in 1994. At the beginning of the
program, patients were admitted to the inpatient BMT unit for the
entire preparative regimen for transplantation, including total
body irradiation (TBI). Patients receive 2 fractions of TBI for 3
consecutive days (1200 cGy total dose). This process required
thorough planning and organization on the part of the nurses,
doctors, social workers, and families, because radiation therapy is
done at an off-site location. When TBI was a routine part of the
inpatient preparative plan, patients and families had to be trans-
ported to radiation by ambulance. The estimated savings of out-
patient TBI is about a third of what it would cost to admit the
patient to the hospital for the 3 days of radiation therapy.
Due to this complex and costly process, a plan was formulated in
1996 to defer hospital admission for 3 days and allow patients to
receive their TBI on an outpatient basis. Admission to the BMT
unit takes place after the completion of irradiation if the individual
medically tolerates outpatient TBI. After each fraction of TBI,
patients are expected to visit the outpatient BMT clinic for an
exam, IV ﬂuids, and antiemetics or possible blood/platelet trans-
fusions as needed for support. We have found it necessary to admit
only about 5% of the 84 patients who received TBI due to com-
plications. The process of outpatient TBI can also be beneﬁcial to
the family as a whole by allowing the children to spend more time
with their family members in their familiar and comfortable home
environment.
Overall, outpatient TBI can be a widely successful process ﬁnan-
cially and emotionally for patients, families, and institutions par-
ticipating in such programs.
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HLA MADE SIMPLE: CHROMOSOMES, GENES, AND ALLELES, OH MY
Mattox, S., Stewart, D., Gibson-Steed, M. St. Jude Childrens Research
Hospital, Memphis, TN.
Patients who are candidates for allogeneic hematopoietic stem
cell transplantation (HSCT) must be HLA typed to ﬁnd the best
donor. It is important for the nursing staff of a HSCT unit to
understand HLA and how the recipient is matched to the donor.
St. Jude has incorporated haploidentical donor transplantations
into their HSCT program. Knowledge of the recipient and donor
HLA match can be beneﬁcial for the nursing regarding potential
complications during tranpslant and issues revolving around en-
graftment.
The stem cell transplantation nursing staff was provided a simple
written overview of HLA. This information included the basics of
chromosomes, genes, and alleles; how to read a HLA report; and
visual aids that showed examples of how the recipient and donor
might match depending on the type of transplantation performed.
Providing the staff with visual aids of the different recipient/donor
scenarios in HSCT clearly helped their understanding of the impor-
tance of HLA typing, donor matching, and potential complications.
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THE ROLE OF PATIENT EDUCATION IN THE SAFE MANAGEMENT OF
AUTOLOGOUS HSCT PATIENTS IN AN OUTPATIENT SETTING
Hamelin, L., McDiarmid, S., Huebsch, L. Ottawa Hospital, General
Campus, Ottawa, ON, Canada.
The Ottawa Hospital accommodates care for patients undergo-
ing high-dose chemotherapy with autologous stem cell support
(HSCT) on an outpatient basis. Nursing has played a pivotal role
in facilitating the transition of complex patients from an inpatient
venue to an outpatient venue. Although advances in pain and
nausea control and infection prevention have enabled patients to
undergo intense therapy, it is the continuous, comprehensive
teaching that patients and caregivers receive that ensures the safety
of outpatient care. Morbidity and mortality associated with an
infectious complication during the pancytopenic period remains
the greatest risk in transplantation; however, informed patients and
caregivers are capable of recognizing symptoms that may require
immediate attention. According to Talcott and colleagues’ criteria
for assessing risk in patients with febrile neutropenia, our group of
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patients is at the highest risk of developing signiﬁcant problems
that would require hospitalization. Despite this high risk, the use of
PBSC with higher-than-average CD34 counts, the predictability
and consistency of engraftment, and the use of once-daily broad-
spectrum antibiotics facilitates outpatient care delivery. A total of
279 malignant hematology patients (53% NHL, 32% MM, 15%
HD) who underwent autologous HSCT over the last 5 years were
reviewed for evaluation of the safety of this outpatient program. In
this group, 63% were male and 37% female, and the average age
was 47 years (range, 13–68 years). The average LOS was 11.3 days
as an outpatient and 12.4 as an inpatient. Eight patients were
admitted to ICU from the outpatient program within 24 hours,
with 1 death. Common complications were related to febrile neu-
tropenia or bacteremia. This presentation will outline the inter-
ventions used by nurses in the program to maintain safe and
effective patient care in the outpatient setting.
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INFECTION IN THE PEDIATRIC PATIENT AFTER BONE MARROW OR
STEM CELL TRANSPLANTATION: NURSING CONSIDERATIONS
Kokoszka, A.K., Frey, M.A., Talbert, G., Martin, P.L. Duke University
Medical Center, Durham, NC.
Infection remains the leading cause of death in pediatric patients
undergoing bone marrow or stem cell transplantation despite new
medications and treatment modalities. Diagnosis of these infec-
tions has become easier due to newer diagnostic technologies.
Treatment options for these patients have also greatly improved,
primarily related to earlier detection and implementation of ap-
propriate drug therapies. Risk factors for life-threatening infec-
tions include, but are not limited to, increased numbers of unre-
lated transplantations with subsequent prolonged periods of
aplasia. The prolonged period of aplasia often places the patient at
a higher risk of acquiring multiple infections as the same time.
Bacterial, viral, and fungal infections can occur at any time during
the transplantation trajectory. However, due to the engraftment of
different infection-ﬁghting cells at different points in the timeline,
certain infections are more likely to occur at certain (predicted)
periods during the course of transplantation. Early detection and
treatment offer the patient the best options for treatment and
eradication of the infecting organism.
The purpose of this abstract is to describe the common infections
associated with bone marrow and stem cell transplantation. The
established guidelines for early detection and intervention will be
discussed, as will the “gold standard” for treatment of these organisms.
Nursing considerations related to the prevention, diagnosis, and treat-
ment of these diseases will be discussed. A timeline for when the
prevalent organisms are likely to occur will also be shared. Finally, a
guide for the prevention of nosocomial infections will be presented.
Nosocomial transmission of infections remain an all-too-common,
but avoidable, occurrence. Heightened awareness of infection control
practices can greatly reduce the risks of hospital-acquired infections.
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MENTORING: “BRIDGING THE GAP” FOR TRANSPLANTATION COOR-
DINATORS IN ONE OF THE LARGEST TRANSPLANTATION PROGRAMS
IN THE COUNTRY
Stary, S.J., Zabawa, S., Calamusa, J., Adornetto, D.L. University of
Texas M.D. Anderson Cancer Center, Houston, TX.
Mentoring a clinical nurse to the complex role of the blood and
marrow transplantation (BMT) coordinator requires assessment of
the nurse’s skills and knowledge base to formulate an orientation
plan that bridges the gap into the evolution of a BMT coordinator.
Orientation includes the complexity of the patients’ needs, re-
search protocols, team building, communication/organizational
skills, and the organizational/operational needs of the program and
center.
Currently, the BMT Center employs 5 coordinators, with vary-
ing work backgrounds, who are each responsible for the coordina-
tion of pretransplantation care of patients for 2 or 3 physicians.
Therefore, the orientation process must be tailored to the new
employee’s individual needs as well as the needs of the program
and center. In 2003 a BMT orientation manual was developed for
the existing coordinator group; however, with an inﬂux of new staff
members, it was found to be confusing for staff who are inexperi-
enced in BMT. Through the process of orienting new staff mem-
bers, the orientation manual was expanded to encompass basic
oncology as well as BMT-related information. Computer skills
required for communication among the multidisciplinary care
team, and sample orders to meet policy and procedures within the
BMT Center, were also incorporated. New employees to the
coordinator role are assessed for their oncology/BMT knowledge
bas, by reviewing prior experience and quizzing them on their
knowledge. They are also supplemented with additional course
work to improve knowledge base. Each novice staff member is
paired with an experienced BMT coordinator for a period of 2–3
weeks after basic knowledge base and computer/communication
skills are attained. On completion of orientation, the “coordinator
orientation checklist” is completed and placed in the employee ﬁle.
Through the use of the expanded orientation manual and the
mentoring from experienced coordinators, the novice coordinator
is better prepared to work effectively in the coordinator role.
Likewise, with continued mentoring, education, applicable in-ser-
vices, and the manual as a resource, they are able to work inde-
pendently to facilitate seamless care for the transplantation patient.
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QUALITY IMPROVEMENT: A TRULY INTERDISCIPLINARY APPROACH
Sorensen, S.H., Adornetto, D.L. University of Texas M.D. Anderson
Cancer Center, Houston, TX.
Patient satisfaction surveys are distributed monthly in the Blood
and Marrow Transplantation Clinic at our center. The results of
these surveys led the clinic management team to identify the
following problems: clinic wait times, missed appointments, unan-
swered telephones, and unanswered voice mail messages. Process
improvement teams had been identiﬁed to work through the prob-
lem list using the “plan, do, check, act” methodology. Progress was
discussed at the weekly operations meeting attended by managers
and updates were provided at faculty meetings. These items were
also discussed at staff center wide meetings, and e-mails were sent
announcing any changes being made. Although every effort was
made to inform personnel, the challenge facing the management
team was to ensure that the entire BMT clinic staff knew what was
being done to improve these processes. An interdisciplinary BMT
Clinic quality improvement team was established to facilitate an
exchange of ideas and obtain faculty input. Members of the faculty
and representatives of all clinic work groups met to discuss the
issues and what had been done thus far. The problems were
prioritized, and new working groups that included faculty members
were formed to address these problems. The staff were asked to
write incident reports for anything that did not go as planned;
these were used to trend issues and identify new problems. This
information was taken to the clinic QI group, and priorities were
changed to address any pertinent ﬁndings. The result was a team
effort of process improvement with faculty support and input.
Patient satisfaction results, comment cards, and a decline in inci-
dent reports for those problems identiﬁed will be used to measure
any improvement. It is hoped this effort will result in improved
communication and sharing of information throughout the pro-
gram.
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CELEBRATION OF LIFE: THE FIRST BLOOD AND MARROW TRANSPLAN-
TATION SURVIVOR’S DAY AT ONE OF THE LARGEST TRANSPLANTA-
TION CENTERS IN THE COUNTRY
Adornetto, D.L., Denman, C., Bourne, L. University of Texas M.D.
Anderson Cancer Center, Houston, TX.
More than 550 blood and marrow transplantation patients and
their families from a 5-state area attended the ﬁrst M.D. Anderson
BMT Survivor’s Day Celebration on June 13, 2004. Planning for
the celebration started 7 months earlier with a multidisciplinary
team of approximately 25 staff members from both the adult and
pediatric BMT programs. Multiple subcommittees were formed to
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